Abstract: Among patients with hypertension and with a combination of hypertension and diabetes mellitus the majority does not reach target values of blood pressure levels. There is a number of lacks in ambulatoryantihypertensive therapy and adherence to it. The considerable number of patients continues to accept therapy nonregularly, the choice of antihypertensive drugs and their combinations is not always adequate, non-medicamental actions aren't realized by all patients. At the same time the powerful negative contribution is associated with low adherence of patients to ambulatoryantihypertensive therapy.
Introduction


The arterial hypertension (AH) is the most widespread disease all over the world, its role in development of cardio-vascular complications (CVC) determines the relevance of timely and adequate antihypertensive therapy (AT) which main objective consists in achievement of target blood pressure (BP) level and the maximum decrease in risk of development СVC and death from them. Tactics of conducting each patient select individually after cardiovascular risk rating. Thus monotherapy at start of treatment can be chosen only for patients with low or average risk [1] . Combined AT allows influencing simultaneously at the set of various elements of pathogenesis AH: activation reninangiotensin-aldosterone and sympathoadrenal systems, disturbance of endothelial and kidneys function, myocardial and vessel wall's hypertrophy.In this context combined AT has the big advantage before monotherapy and it is recommended for all patients with high and very high risk of CVC [1] . The
Corresponding author: Sergeyeva Victoria, PhD, research fields: cardiology, therapy. E-mail: viktoriasergeeva@mail.ru. combination of diabetes mellitus (DM) and AH is a special clinical situation in which the risk of microand macrovascular defeats essentially increases. In this case combinations angiotensin-converting enzyme inhibitors (ACEI), angiotensin receptor blockers (ARB) with calcium channel blockers (CCB), thiazide diuretics (TD) in low doses, highly selective β -blockers (β-B) are most suitable.
In addition tomedicamental correction all patients with AH should follow the actions for lifestyle changes (LC). They allow decreasing the BP, to reduce requirement in antihypertensive drugs (AD) and to raise their efficiency, favorably to affect at available risk factors (RF), to carry out primary preventive of AH in patients with high normal level of BP and in patients with RF.
Adherence to treatment is degree of conformity of patient's behavior (concerning reception of preparations, observance of a diet and other measures of lifestyle changes) to the recommendations received from the doctor [2] . Taking incorrect dose of the recommended medication or during incorrect time, admissions in reception and-or rejection of treatment represent various forms of disturbance of adherence. As a rule, the most frequent variant of inadequate adherence is reception of insufficient doses of medicines and admissions within 2-3 days [2] . Correlation between success in treatment of AH and adherence of the patient to therapy is obvious fact [3] . The probability of successful normalization the BP directly depends on a regularity of reception AD. The relevance of this problem is confirmed by prognostic researches executed rather recently which have shown relationship between insufficient adherence to treatment and cardiovascular risk. Besides, it is necessary to consider that bad adherence to medicinal treatment, as a rule, means also bad adherence concerning non-medicamental methods of treatment that even more interferes with decrease of BP [4] . At last, insufficient adherence to the treatment, accompanied by frequent cancellation and the subsequent renewal of treatment, increases probability of the complications connected with the first dose of reception of preparations and a withdrawal syndrome [2] . The complex estimation of ambulatory AT (both non-medicamental, and medicamental) and adherences to it of various categories of patients, including in patients with combination AH and DM became the purpose of our research.
Patients and Methods
190 patients with AH and with combination of AH and DM type 2 which were hospitalized in cardiological and endocrinological departments of the regional hospital of the Saratov city are surveyed. Group of patients with AH were 90 persons (69% women, 31% men), with AH and DM -100 persons (70% women, 30% men). Groups were comparable on age and sex. The average age of all surveyed patients was 57.61±0.70 years. Dominated were patients with stages II and III of AH. The average age of onset hypertension in patients with AH and DM was significantly lower than that in the group without DM (44.7±0.20 years and 47.6±0.41 years, respectively, p < 0.05), that testifies to earlier onset of hypertension in patients with diabetes.
Crisis course of AH prevailed in both groups (56% of patients in group AH without DM and 60% -in group AH and DM). On duration of anamnesis of AH patients were divided into groups of up to 5 years, from 5 to 10 years and more than 10 years. In group of patients with AH there was a greatest quantity of patients with the experience of disease from 5 to 10 years (37%), in group of combination AH and DMwith the experience more than 10 years -61%.
For a number socially -demographic indicators of our patients was dominated by married (77% of patients in the group AH without DM, and 90% in the group AH and DM), and on an educational levelpatients with secondary education in the group with AH and DM (48%); specialized secondary education (32%) and school education (32%) -in the group AH without DM. By place of residence -38% in the group AH without DM were inhabitants of the regional center, 36% -of towns in the region; in the group with AH and DM -51%-the inhabitants of towns in the region. The remaining patients are represented by residents of countryside.
At the first investigation phase was carried out surveys of patients about lifestyle modification and drug actions to correct hypertension.
The questionnaire included questions on activities of lifestyle changes, about medications received by them, their dosage, duration of therapy, the addition carried out a detailed anamnesis about the features of hypertension, its course and then the laboratoryinstrumental examination of patients to identify the stage of disease and risk.
Evaluation of adherence to therapy was conducted specially developed questionnaires, including questions about the disease and its complications, character of the current therapies, including nonmedicamental correction and self-monitoring of BP. When the number of points scored 12 and above -the commitment was considered high, 8-11-the average, less than 8 points -low or insufficient.
Statistical processing of data produced with packages Microsoft Exel 2010, Stat Plus 2009 Professional.
Results
Non-medicamental correction of AH includes a number of well-known measures. According to 4th revision of National recommendations about treatment and diagnostics of AH it includes: normalization of body weight, quitting smoking, increasing physical activity, a complex modification of diet.
Many studies have confirmed the effect of overweight on the development of AH. Relevant for today is a complex modification of the diet with increasing consumption of plant foods in the diet increased potassium, calcium and magnesium, as well as a decrease in consumption of animal fats. The American Heart Association recommends a DASH diet. Its distinguishing feature is the combination of products such as fruits, vegetables and low fat dairy products. This food can enrich the body with potassium, calcium and magnesium, which is acting jointly; have a powerful effect on normalizing BP. In addition, modification of diet aims to reduce the level of total cholesterol in serum and thus prevent the progression of atherosclerosis.
In the group of AH without DM in 61% of identified high cholesterol, 37% excess body weight. Despite this, only 21% of patients in this group followed a diet. In the group of AH and DM -diet complied with the majority of patients (78%), however, more than half were identified excess body weight (59%), while 78% had hypercholesterolemia (Fig. 1) . That suggests that the ongoing activities not fully effective in this patient group.
Low physical activity is one of the most common circumstances o of modern person, its increase is simple non-medicated influence on AH with a proven effect. Physical activity in patients was assessed by questionnaire Godin G., Sheppard R.J. In both groups of patients it's inadequate in more than half of cases (53% in the group AH without DM and 55% in the group AH and DM) and the correction in this direction was carried out only by 28% of patients with AH and 47% -with AH and DM (Fig. 1) .
The role of smoking as a negative factor in the development and progression of AH is a proven factor. In both groups, the number of smokers approximately identical: in the group of patients with AH -19% and in the group of patients with AH and DM -15%; 53% refused this bad habit in the group of AH and 47% of patients in the group of AH and DM (Fig. 1) . In general, its low level of smoking, however, considering the prevalence of patients with high and very high risk of CVC in our investigation, there should be no smokers at all.
The estimation of drug therapy began with the start of therapy in both groups of surveyed patients. In the group of patients with AH monotherapy as the starting was appointed in 63%, combined therapy in 37% of patients. In the group of -AH and DMmonotherapy -at 58%, combined therapy -at 42% of patients (Fig. 3A) .
A detailed study of starting monotherapy in the group of patients with AH without DM found that ACEI usage is dominated (63%), β-AB is -18%, other groups of drugs -prescribed less often. Among them still there are such medicaments as Adelfan, clonidine. Monotherapy in the group of patients with AH and DM also is presented by group ACEI (75%), β-AB accounted for 9.5% of appointments, in 8.2% outdated drugs were prescribed.
In appointing of the starting combined therapy in the group of AH were given preference: ACEI and diuretics -27%, ACEI and β-AB -20%, ACEI + β-AB + diuretic -17%, β-AB + diuretic -10%, the others were more rare. Combinations of drugs in the patients with AH and DM were represented mainly by imidazoline receptor agonists with other drugs (36%), and ACEI with diuretics -33%, other combinations were less common. (Fig. 7) . The last rat among all gr
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